RFP DGS-55206
Section 8 EXHIBIT 8.7

STATE OF CALIFORNIA-DEPARTMENT OF FINANCE
PAYEE DATA RECORD

‘Required when receiving payment from the State of California in lieu of IRS W-8)

i 204 (Rev. 6-2003)

INSTRUCTIONS: Complete all information on this form. Sign, date, and return to the State agency (deparment/office) address shown at
1 the bottom of this page. Prompt return of this fully completed form will prevent delays when processing payments. information provided in
this form will be used by State agencies to prepare Information Returns (1099). See reverse side for more information and Privacy
Statement.
NOTE: Governmental entilies, federal, State, and local (including school districts), are not required to submit this form.
PAYEE’S LEGAL BUSINESS NAME (Type or Print)
/\
> Tha Prmary Sapree
SOLE PROPRIETOR - ENTER NAME KS'SHOWN _ON SS5N (Last, First, M.L) E-MAIL ADDRESS
Huprimarysource € msn.cam
MAILING ADDRESS BUSINESS ADDRESS !
e
367 Trade Center 73r (0 SO
CITY, STATE, ZIP CODE CITY, STATE, ZIP CODE
Rancho Cerdove., ¢/ 4574 Same
3 ENTER FEDERAL EMPLOYES IDENTIFICATION NUMBER (FEIN): }@l / ’ - | OI 8|O ',LH f , ( l/-H NOTE:
. ' ' : Payment will not
[] PARTNERSHIP CORPORATION: _ be processed
PAYEE O MEDICAL (e.g., dentistry, psychotherapy, ch[ropractlc etc.) without an )
ENTITY [ ] ESTATE OR TRUST O LEGAL (e.q., attomey services) . taccompa?)sng
TYPE . O EXEMPT (nonprofit) peyerLe
ALL OTHERS ’
CHECK '
ONE BOX | [ ] INDIVIDUAL OR SOLE PROPRIETOR I [ - ’ - ‘ ' l
ONLY ENTER SOCIAL SECURITY NUMBER:
) (SSN required by authority of California Revenue and Tax Code Section 18648)
4 MCalifomia resident - Qualified to do business in California or maintains a permanent place of business in California.
[_1 california nonresident (see reverse side) - Payments to nonresidents for services may be subject to State income tax
PAYEE withholding. i -
RESIDENCY U No services performed in California.
STATUS U Copy of Franchise Tax Board waiver of State withholding attached
5 I hereby certify under penalty of perjury that the information provided on this document is true and correct.
Should my residency status change, | will promptly notify the State agency below,
AUTHORIZED PAYEE REP SENTATIVE’S NAME (Type or Print) TITLE .
Ronnie Cerklesk President
SIGNATURE u W DATE TELEPHONE )
DD Lt | 5-0(-06 |36 858- 2099
Please return completed form to;
6 Department/Office: D’eDa\/% C‘)—g (’YﬁVLQ (&( Ser\/( C €§

Unit/Section: [YO(\/(ANWVLTL \D vision

Mailing Address: /0| M St

City/State/Zip: W 9511' Sal a}"'ml’l'fb, CA 95005
retephone: Alla_2375 = #1718 ra Al 3757 4613
E-mail Address: Y10 (1€ o ﬁ%om 1 f)ﬁS, COU\Q}O\/
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RFP DGS-55206

Section 8 EXHIBIT 8.7

| CALIFORNIA-DEPARTMENT OF FINANCE

~E DATA RECORD

(Required when receiving payment from the State of Galifornia in lieu of IRS W-8)

STD, 204 (Rev. 6-2003)

INSTRUCTIONS: Complete all information on this form. Sign, date, and return to the State agency (department/office) address shown at
1 the bottom of this page. Prompt return of this fully completed form will prevent delays when processing payments. information provided In
this form will be used by State agencies to prepare Information Returns (1089). See reverse side for more information and Privacy
Statement.
NOTE: Governmental entities, federal, State, and local (including school districts), are not required to submit this form,
PAYEE’'S LEGAL BUSINESS NAME (Type or Print) . .
Cufis Technologies, Inc.
2 SOLE PROPRIETOR —~ ENTER NAME AS SHOWN ON SSN (Last, First, M.L.) E-MAIL ADDRESS
eric@cufis.com
MAILING ADDRESS . BUSINESS ADDRESS
4231 Pacific Street, Suite 3 4231 Pacific Street, Suite 3
CITY, STATE, ZIP CODE CITY, STATE, ZIP CODE
Rocklin, CA 95677 Rocklin, CA 95677
E L » LOYER IDEN CATION NUMBER (FEIN):
3 NTER FEDERAL EMP ‘l TIFICAT M (FEIN) |2l0['!2l1|2|4|4|3|81 NOTE:
. . ' : Payment will not
[C] PARTNERSHIP CORFORATION: - be processad
PAYEE {0 MEDICAL (e.g., dentistry, psychotherapy, chlroprachc etc.) without an )
ENTITY ] ESTATE OR TRUST ] LEGAL (e.g., attomey services) o accompanying
TYPE O  EXEMPT (nonprofit taxpayer |.D.
¥ ALL OTHERS ’
CHECK : j
ONE BOX | [] INDIVIDUAL OR SOLE PROPRIETOR ] l - ‘ l - l v ‘ ‘
ONLY ENTER SOCIAL SECURITY NUMBER: :
| (SSN required by authorlty of Callfornia Revenue and Tax Code Section 18646)
4 l—_)Zl California resident - Qualified to do business in California or maintains a permanent place of business in California.
[ california nonresident (see reverse side) - Payments to nonresidents for services may be subject to State income tax
PAYEE withhalding. ' -
RESIDENCY O No services performed in California.
STATUS QO Copy of Franchise Tax Board waiver of State withholding attached
5 | hereby certify under penalty of perjury that the information provided on this document is true and correct.
Should my residency status change, | will promptly notify the State agency below,
Pt T |
AUTHORIZED PAYEE RE TATIVE'S NAME (Type or Print) TITLE
ErjeHoff, President
SIGNATURE i DATE TELEFHONE
: i —— T -
05/31/2006 ( 916 652-4418
Please return completegl/form to;
6 Departm ffice:
Unit/Section:
Mailing Address:
City/State/Zip:
Telephone: ( ) Fax: ( )
E-mail Address:
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RFP DGS-55206
Section 8 EXHIBIT 8.7

STATE OF CALIFORNIA-DEPARTMENT OF FINANCE
PAYEE DATA RECORD

(Required when receiving payment from the State of California in lieu of IRS W-8)
0, 204 (Rev. 6-2003)

INSTRUCTIONS: Complete all information on this form. Sign, date, and return to the State agency (department/office) address shown at
1 the bottom of this page. Prompt return of this fully completed form will prevent delays when processing payments. information provided in
this form will be used by State agencies to prepare Information Returns (1099). See reverse side for more information and Privacy
Statement.
NOTE: Governmental entities, federal, State, and local {(including school districts), are not reguired to submit this form.
PAYEE'S LEGAL BUSINESS NAME (Type or Print)
y , Pt f g , o oy y ;,';, ~ ’:/'
P ﬁlgﬁdﬂl , /INC (/Z.é,g 7;12 V(’/i i/ Z-Bb'f. (A 21¢
SOLE PROPRIETOR — ENTER NAME AS SHOWN ON SSN (Last, First, f¥/1.) E-MAIL ADDRESS
MAILING ADDRESS BUSINESS ADDRESS
5o £ HAMILTON AVE, Sk 2bo Szl
CITY, STATE, ZIP CODE CITY, STATE, ZIP CODE
CAMPBELL, CA % o0& Soug
E EMPLOYER ICATION NUMBER (FEIN): -
3 NTER FEDERAL EM  IDENTIF rem: 72| A -1014|2 8] 5|él5| NOTE:
‘ : Payment will not
[C] PARTNERSHIP CORPORATION: be processed
PAYEE v 0 MEDIGAL (e.g., dentistry, psychotherapy, chiropractic, efc.) without an
ENTITY [ ] ESTATE OR TRUST 0O LEGAL (e.g., attomey services) accompangng
TYPE ' O EXEMPT {nonprofit) Lajrgiﬁr LD.
B ALL OTHERS ’
CHECK
ONE BOX | [] INDIVIDUAL OR SOLE PROPRIETOR i ‘ - l - l I ‘
ONLY ENTER SOCIAL SECURITY NUMBER:
: {SSN reguired by authority of Califomia Revenue and Tax Code Section 18646)
4 California resident - Qualified to do business in California or maintains a permanent place of business in California.
; ; P
1 california nonresident (see reverse side) - Payments to nonresidents for services may be subject to State income tax
PAYEE withholding. : .
RESIDENCY U No services performed in California.
STATUS {1 Copy of Franchise Tax Board waiver of State withholding attached
5 | hereby certify under penalty of perjury that the information provided on this document is true and correct.
Should my residency status change, | will promptly notify the State agency below.
AUTHORIZED PAYEE REPRESENTATIVE'S NAME (Type or Print) TITLE !
RoBERT OD. FARREFLL bes ident
SIGNATURE DATE TELEPHONE
w , Sowe |, 2006 | g8 39/~ BE0T
Please return completed form to:
6 Department/Office:
Unit/Section:
Mailing Address:
City/State/Zip:
Telephone: { ) Fax: { )
E-mail Address:
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RFP DGS-55206
Section 8 EXHIBIT 8.7

STATE OF CALIFORNIA-DEPARTMENT OF FINANCE

PAYEE DATA RECORD

Required when receiving payment from the State of California in lieu of IRS W-9)

). 204 (Rev. 6-2003)

INSTRUCTIONS: Complete all information on this form. Sign, date, and retum to the State agency (department/office) address shown at
1 the bottom of this page. Prompt return of this fully completed form will prevent delays when processing payments. Information provided in
this form will be used by State agencies to prepare Information Returns (1089). See reverse side for more information and Privacy
Statement.
NOTE: Governmental entities, federal, State, and local {including schoal districts), are not reguired to submit this form.
PAYEE’S LEGAL BUSINESS NAME (Type or Print)
(A e
5 U\}\ (0 leocus Lac,
SOLE PROPRIETOR - ENTER NAMEQ‘§ SHOWN ON SSN (Last, First, M.1.) E-MAIL ADDRESS
KCvae LS DAL ro[uwncﬁ
MAILING ADDRESS BUSINESS ADDRESY 4]
192426 San?a Monica Dy 77¢
CITY, STATE, ZIP CODE CITET[ATE, ZIP CODE
Los Angeles, OB 900251 Sama
c UMBER (FEIN | u
3 ENTER FEDERAL E/MPLOYER IDENTIFICATION N ER (FEIN): l(%] S" - |L/ ‘ 5 ’ 7, | < 1 3| §| g/l NOTE:
) ' ' : Payment will not
] PARTNERSHIF - - CORPORATION: . be processed -
PAYEE ' [0 MEDICAL (e.g., dentistry, psychotherapy, chlrnpractlc etc) without an )
ENTITY ™ ESTATE ORTRUST 0O LEGAL (e.g., attomey services) - accompanying
TYPE . O EXEMPT (onprofit . : ﬁj‘;iﬁ’ LD.
2~"ALL OTHERS :
CHECK ] ; i
ONEBOX | [] INDIVIDUAL OR SOLE PROPRIETOR | | - ' - | 1 1 !
ONLY ENTER SOCIAL SECURITY NUMBER: :
. (SSN required by authority of Califomia Revenue and Tax Code Section 18646)
4 Eﬁ)alifomia resident - Qualified to do business in California or maintains a permanent place of business in California.
] california nonresident {see reverse side) - Payments to nonresidents for services may be subject to State income tax
PAYEE withholding. ’ -
RESIDENCY U No services performed in California.
STATUS T Copy of Franchise Tax Board waiver of State withholding attached
5 | hereby certify under penalty of perjury that the information provided on this document is true and correct.
Should my residency status change, | will promptly notify the State agency below.
AUTHORIZED PAYEE REPRESENTATIVE’S NAME {Type or Prlnt) TITLE
\
s‘%& é & M \DATE TELEPHONE
: s 7//,0 é // A,é 340 4?’0’9:7007
lease keturn completed form to; / // ’
6 Department/Office:
Unit/Section:
Mailing Address:
City/State/Zip:
Telephone: ( ) Fax: ( )
E-mail Address:

" W0y
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May-~02-06 03:3234P Waldeck’'s*Since 1954
RFP DGS-55206

Section 8
STATE OF CALIFORMA-DERARTMENT OF FINANCE

PAYEE DATA RECORD

(Required whan racelving payment from the Stata of California In linu of IRS W.B)
STD. 204 (Rev. 62003)

1+415+4+981 2543

EXHIBIT 8.7

INSTRUCTIONS: Gomplete all Information on this form, Sign, date, and retum to the Siate agency (depanmentiofiice) address shown at
1 the bottom of this pags, Prompt cetum of this fully completad form will pravent delays when processing payments. Information provided In
this form will be used by State agencies to prepars Information Returms {1088). Ses reverse side for more information and Privacy
Slatement.
NOTE: Govemments) anlilies, federal, State, and local {Inctuding schoo! districts), ars not reguired to submit this form.
PAYEE'S LEGAL BUSINESJ {Type or Pring)
> a\dedfs Tnc
SOLE PROPRIETOR - ENTER NAME AS SHOWN ON 85N (Last, First, M1 E-MAIL ADDRESS
clitt@ Waldec |, 0~
MAILING ADDRESS BUSINESS ADDRESS :
0 Wahpdo Sttt (apt
CITY, STATE, ZIF ?—,M CITY, STATE, ZIP fDE
a g A 94l U
" ENTER FEDERAL Eupmvsg IDENTIFICATION NUMBER (FEIN): Eﬂ Lﬂ - ] '2’ \ﬂ S }7 | H ﬁ a NOTE:
_ ’ 0 : S . Payment will not
] paARTNERSHIP CORPORATION: be pracessed
PAYEE U MEDICAL (o.g., dsntistry, paychatherapy, chiropraciic, stc.) without an
ENTITY (] ESTATE OR TRUST O LEGAL (e, stiomey services) n fim:gf?gnﬂ
TYPE . Q  EXEMPT nonprofty it
O ALL OTHERS '
CHECK ; '
ONE BOX | [T] INDIVIDUAL OR SOLE PROPRIETOR L l ] f - I l } - l l ] ;
ONLY ENTER SOCIAL SECURITY NUMBER:
' (SSN required by nu!humz of Gelomis Revenus and Tex Cods Sechion 18546)
4 Q/Callfomia resident - Qualified to do business in Galifornia or maintaine a permanant plaee of business in Califomia.
] caiifornia nonresident (see revarse side) - Payments to nonresidents for services may be subject 1o State income tax
PAYEE withholding. : -
RESIDENCY Q' No services performed in California, :
STATUS U Copy of Franchise Tax Board waiver of State withholding attached.
5 [ hereby certify under pehalty of perjury that the information provided on this decument is true and correct,
Should my residency statis change, | will promptly nofify the State sgency below.
AUTHORIZED PAYEE REPRESENTA 8 NAME (Typg o Print) TITL] A
\ [ 49l
Covyd Wo e
SIGNATURE pr fw d/M/ DATE TELEPHONE
1020l 145 9yl k)
Please return complsted form to; 4
6 Department/Office;
UniYYSection:
Malling Address:
City/Stata/Zip:
Telephone: (___ ) Fax: ( )
E-mall Address:
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STATE OF CALIFORNIA-DEPARTMENT OF FINANCE

PAYEE DATA RECORD
(Required when receiving payment from the State of California in lieu of IRS W-9)

STD. 204 (Rev. 6-2003)

INSTRUCTIONS: Complete all information on this form. Sign, date, and return to the State agency (department/office) address shown at
1 the bottom of this page. Prompt return of this fully completed form will prevent delays when processing payments. Information provided in
this form will be used by State agencies to prepare Information Returns (1099). See reverse side for more information and Privacy
Statement. .
NOTE: Governmental entities, federal, State, and local (includiry school districts), are not required to submit this form.
PAYEE'S LEGAL BUSINESS NAME (Type or Print)
THE MARTINI GROUP, INC.
2 SOLE PROPRIETOR — ENTER NAME AS SHOWN ON SSN (Last, First, M.L) E-MAIL ADDRESS
GLATONA@MARTINIGLOBAL.COM
MAILING ADDRESS BUSINESS ADDRESS
245 FISCHER AVE,, BLD. C-2 245 FISCHER AVE,, BLD. C-2
CITY, STATE, ZIP CODE CITY, STATE, ZIP CODE
COSTA MESA, CA 92626 COSTA MESA, CA 92626
LOYER ID FICATION BER (F :
3 ENTER FEDERAL EMP ENT! ON NUM (FEIN) |9|0|—]0[OI6|9|O[5|6[ NOTE:
Payment will not
] PARTNERSHIP CORPORATION: be processed
PAYEE T  MEDICAL (e.g., dentistry, psychotherapy, chiropractic, etc.) without an .
ENTITY ] ESTATE OR TRUST Q LEGAL (e.g., attomey services) accompanying
TYPE O  EXEMPT (nonprofit) ‘ La:rf')lla)}:r 1.D.
@ ALL OTHERS ’
CHECK
ONEBOX | [] INDIVIDUAL OR SOLE PROPRIETOR l | - ' - | t ! '
ONLY ENTER SOCIAL SECURITY NUMBER:
(SSN required by authorig of California Revenue and Tax Code Section 18646)
4 /] california resident - Qualified to do business in California or maintains a permanent place of business in California.
[] california nonresident (see reverse side) - Payments to nonresidents for services may be subject to State income tax
PAYEE withholding.
RESIDENCY U No services performed in California.
STATUS Q Copy of Franchise Tax Board waiver of State withholding attached.
5 | hereby certify under penaity of perjury that the information provided on this document is true and correct.
Should my residency status change, | will promptly notify the State agency below.
AUTHORIZED PAYEE REPRESENTATIVE’S NAME (Type or Print) TITLE
GLEN LATONA ) PRESIDENT
SIGNATURE - s DATE TELEPHONE
= > 09/27/2006 (714) 210-2501
Please return completed form to:
6 Department/Office:
Unit/Section:
Mailing Address:
City/State/Zip:
Telephone: ( ) Fax: ( )
E-mail Address:




RFP DGS-55206

Section 8

STATE OF CALIFORNIA-DEPARTMENT OF FINANCE

PAYEE DATA RECORD

¢Required when receiving payment from the State of Califomia in lieu of IRS W-9)

STD. 204 (Rev. 6-2003)

EXHIBIT 8.7

INSTRUCTIONS: Gomplete all information on this form. Sign, date, and return to the State agency (depanment/office) address shown at
1 the botiom of this page. Prompt return of this fully completed form will prevent delays when processing payments. Information provided in
this form will be used by State agencies to prepare Information Returns (1099). See reverse side for more information and Privacy
Statement.
NOTE: Governmental entities, federal, State, and local (including school districts), are not required to submit this form,
PAYEE’S LEGAL BUSINESS NAME (Type or Print)
> DNBE Tech
SOLE PROPRIETOR - ENTER NAME AS SHOWN ON SSN (Last, First, M.1.) E-MAIL ADDRESS )
Eckert, Mark, Mark® dvbeedn. com
MAILING ADE)RESS BUSINESS ADDRESS :
0D _Sunrise Bivd. Sute k4 | Samp
CITY, STATE, ZIP CODE CITY, STATE, ZIP CODE
e 0ol Ca 9518 SanL
ENTER F ERID C ER (FEIN): |
3 EDERAL EMPLOY ,' ENTIFICATION NUMBER (FEIN) ng|_]o'4|g|qlg|5“ ] NOTE:
) ' ’ : Payment will not
] PARTNERSHIP CORPORATION: . be processed
PAYEE V [0 MEDICAL (e.g., dentistry, psychotherapy, chiropractic, etc.) without an
ENTITY [} ESTATE ORTRUST O LEGAL (e.qg., attomey services) T accompanying
TYPE 0O EXEMPT (nonprofit ' ;E‘J‘rﬁiléfr LD.
§ ALLOTHERS :
CHECK ' i
ONE BOX | [] INDIVIDUAL OR SOLE PROPRIETOR \ | - ‘ - I : ’ ’
ONLY ENTER SOCIAL SECURITY NUMBER:
X {SSN required by autharity of California Revenue and Tax Code Section 18646)
4 Eﬂ California resident - Qualified to do business in California or maintains a permanent place of business in California.
[ California nonresident (see reverse side) - Payments to nonresidents for services may be subject to State income tax
PAYEE Wltth]dlng ’ -
RESIDENCY O No services performed in California.
STATUS & Copy of Franchise Tax Board waiver of State withholding attached
5 I hereby certify under penalty of perjury that the information provided on this document is true and correct.
Should my residency status change, | will promptly notify the State agency below.
AUTHORIZED PAYEE REPRESENTATIVE’S NAME (Type or Print) TITLE
Mavk eckert Fresident
SIGN %/’ % %/ DATE TELEPHONE
il 5z Max 5, 2606 | it 0~ Ol ek
Please return completed form to: !
6 Department/Office:
Unit/Section:

Mailing Address:

City/State/Zip:

Telephone: ( )

Fax: ( )

E-mail Address:

Page 1 0of 2




RFP DGS-55206
Section 8 EXHIBIT 8.7

STATE OF CALIFORNIA-DEPARTMENT OF FINANCE
PAYEE DATA RECORD

‘Required when receiving payment from the State of California in lieu of IRS W-8)
{D. 204 {Rev. 6-2003)

INSTRUCTIONS: Complete all information on this form. Sign, date, and return to the State agency (department/office) address shown at
1 the bottom of this page. Prompt refurn of this fully completed form will prevent delays when processing payments. Information provided in
this form will be used by State agencies to prepare Information Returns (1099). See reverse side for more information and Privacy
Statement.

NOTE: Governmental entities, federal, State, and local (including school districts), are not requirad to submit this form.

PAYEE’S LEGAL BUSINESS NAME (Type or Print)

2 Hoffman Technologies, Inc,
SOLE PROPRIETOR —~ ENTER NAME AS SHOWN ON SSN (Last, First, M.1.) E-MAIL ADDRESS
gary@hoffmantech com
MAILING ADDRESS BUSINESS ADDRESS
1800 Vernon Street, Suite 8 Same
CITY, STATE, ZIP CODE CITY, STATE, ZIP CODE
Roseville, CA 95678 Same
3 ENTER FEDERAL EMPLOYEB IDENTIFICATIDN NUMBER (FEIN): l 9| 4‘ - ,3 |2 ! v I 8 l 6 | 7[ 1 ! NOTE:
. ' ' ' ' : Payment will not
] PARTNERSHIF - - CORPORATION: , be processed
PAYEE ' 0 MEDICAL (e.g., dentistry, psychotherapy, chlroprachc etc) without an
ENTITY [ ] ESTATE OR TRUST 0 LEGAL (.., attomey services) fccompa?gng
TYPE , O  EXEMPT (nonprofit :J‘;g‘éfr. -
Kl ALL OTHERS '
CHECK ' ’
ONEBOX | [] INDIVIDUAL OR SOLE PROPRIETOR ’ ' - I - ‘ : ' '
ONLY ENTER SOCIAL SECURITY NUMBER: 5
: (SSN required by authority of California Revenue and Tax Code Sectlon 18646)
|4 [X] california resident - Qualified to do business in California or maintains a permanent place of business in California.
[_1 california nonresident (see reverse side) - Payments to nonresidents for services may be subject to State income tax
PAYEE withholding. ’ )
RESIDENCY U No services performed in California.
STATUS U Copy of Franchise Tax Board waiver of State withholding attached
5 1 hereby certify under penalty of perjury that the information provided on this document is true and correct.
Should my residency status change, | will promptly notify the State agency below.
AUTHORIZED PAYEE REPRESENTATIVE'S NAME (Type or Print) TITLE .
Gary/d Hoffmapy CEO/President
SIGNATURE / 7 S DATE TELEPHONE
; S ‘ y 9516-782-5267
s i A . / anl 200 (M
Risag? return completed form t 0 7 / v) 7 Y
7
6 Department/Office:

Unit/Section:

‘ Mailing Address:

City/State/Zip:

Telephone: ( ) Fax: ( )

E-mail Address:

Page 1 of 2



RFP DGS-55206

Section 8 EXHIBIT 8.7

STATE OF CALIFORNIA-DEPARTMENT OF FINANCE

PAYEE DATA RECORD

‘Required when recelving payment from the State of Galifornia in lieu of IRS W-9)

). 204 (Rev. §-2003)

INSTRUCTIONS: Complete all Information on this form. Sign, date, and return to the State agency (departmentioffice) address shown at
1 the bottom of this page. Prompt return of this fully completed form will prevent delays when processing payments. Information provided in
this form will be used by State agencies to prepare Information Returns (1098). See reverse side for more Information and Privacy
Statement.
NOTE: Governmental entifies, federal, State, and local (including school districts), are not required to submit this form,
PAYEE'S LEGAL BUSINESS NAME (Type or Print) ;
SL W Con€AcT Furrlitu#é, T HC.
2 SOLE PROPRIETOR —~ ENTER NAME AS SHOWN ON SSN (Last, First, M.L) E-MAIL ADDRESS
+im @ SLMEF. CorN
MAILING ADDRESS BUSINESS ADDRESS :
7330- ¢ Otheduuity £d | 7330-4 o,ﬂ/oz%mz“, 2y
CITY, STATE, ZIP CODE CITY, STATE, ZIP GODE
Jart Digbo CA 211/ Sa Ditbo ¢CA /11
. ENTER FEDERAL EMPLQYEB IDENTIFICATION NUMBER (FEIN): WI ;)‘ - | / lﬂ ?I 2| 5’| El 21 NOTE:
. ’ ' : Payment will not
[ ] PARTNERSHIP CORPORATION: be processed
PAYEE ‘ O MEDICAL (e.g., dentistry, psychotherapy, chlropracﬂc etc) without an
ENTITY ] ESTATE ORTRUST 0 LEGAL (e.q. attomey services) T accompanying
TYPE 3, EXEMPT (nonproiit) . lt_la: IIRI g)g:r_ LD.
o ALL OTHERS :
CHECK . ; i
ONE BOX | [] INDIVIDUAL OR SOLE PROPRIETOR , ' - ' - l | ' |
ONLY ENTER SOCIAL SECURITY NUMBER: :
’ (SSN required by authority of Califomia Revenue and Tax Code Section 18646)
4 B Callfornia resident - Qualified to do business in California or maintains a permanent place of business in California.
{_1 California nonresident (see reverse side) - Payments to nonresidents for services may be subject to State income tax
RESIDENCY O No services performed in California.
STATUS Q1 Copy of Franchise Tax Board waiver of State withholding attached
5 | hereby certify under penalty of perjury that the information provided on this document is true and correct.
Should my residency status change, | will promptly notify the State agency below.
AUTHORIZED PAYEE REPRESENTATIVE'S NAME (Type or Print) TIT
A
Timothky NAREILEY s dst
SIGNAT, E DATE TELEPHONE
fy /%ij/ S-0-0b |8§8 277-970
Please return compléfed form to:
6 Department/Office:
Unit/Section:
» Mailing Address:
City/State/Zlp:
Telephone: ( ) Fax: {___)
E-mail Address:

Page 1 of 2




RFP DGS-55206

Section 8 EXHIBIT 8.7

STATE OF CALIFORNIA-DEPARTMENT OF FINANCE

PAYEE DATA RECORD

lequired when receiving payment from the State of California in lieu of IRS W-8)

D. 204 (Rev. 6-2003)

INSTRUCTIONS: Complete all information on this form. Sign, date, and retumn fo the State agency (depariment/office) address shown at
1 the bottom of this page. Prompt return of this fully completed form will prevent delays when processing payments. Information provided in
this form will be used by State agencies to prepare Information Returns (1099). See reverse side for more information and Privacy
Statement.
NOTE: Governmental entities, federal, State, and local (including school districts), are not required to submit this form.
PAYEE’S LEGAL BUSINESS NAME (Type or Print)
—
5 QEFICE LEPoT_dne.
SOLE PROPRIETOR — ENTER NAME AS SHOWN ON SSN (Last, First, M.l) " E-MAIL ADDRESS
Pat. welch ﬁoz‘/uea&ﬂa?‘ Covie
MAILING ADDRESS BUSINESS ADDRESS
b 760 _ftoflall  Feriwa y 470 fotoNall /M.{/a/@
CITY, STATE, ZiP CODE CITY, STATE, ZIP CODE %/
Fremont (A 7453% rremont (A TSS35
L EM EIN):
; ENTER FEDERAL EMPLOYER IDENTIFICATION NUMBER (FEIN) Eﬁ| - IN (pl é D lq IZ_;l (74 NOTE:
. ‘ ’ : Payment will not
[Tl PARTNERSHIP CORPORATION: be processed
PAYEE ‘ [0 MEDICAL (e.g., dentistry, psychotherapy, chlropractlc etc) without an
ENTITY [:] ESTATE OR TRUST L LEGAL (e.g., attomey services) T aCCOmDan)Sng
TYPE O _EXEMPT (nonprofit) tnaL:(nF;?)fr;r L.D.
ALl OTHERS ’
CHECK | ] j '
ONEBOX | [] INDIVIDUAL OR SOLE PROPRIETOR l ‘ - ‘ - } : ‘ ‘
ONLY ENTER SOCIAL SECURITY NUMBER:
- (SSN required by-authority of Califomia Revenue and Tax Code Section 18646)
4 @/California resident - Qualified to do business in California or maintains a permanent place of business in California.
1 california nonresident (see reverse side) - Payments to nonresidents for services may be subject to State income tax
PAYEE withholding. : -
RESIDENCY U No services performed in California.
STATUS U Copy of Franchise Tax Board waiver of State withholding attached
5 | hereby certify under penalty of perjury that the information provided on this document is true and correct.
: Should my residency status change, | will promptly notify the State agency below,
AUTHORIZED PAYEE REPRESENTATIVE’S NAME (Type or Print) TITLE
Wecc H Vice %es,z&d'
' smtt‘r;ma/’ Q_/é/k_, DATE TELEPHONE
§3-06 (81497553 D
Please t8turn completed form to:
6 Department/Office:
Unit/Section:
Mailing Address:
City/State/Zip:
Telephone: ( ) Fax: ( }
E-mai! Address:

Page 1 of 2




